To determine the maternal prognosis during macrofen delivery at Sylvanus Olympio CHU.
Introduction
Multiple controversies have taken place as to the weight to accept to define macrosomia. Macrosomia is usually defined by a birth weight greater than 4000 grams, or greater than the 90th percentile of the reference curves for a given population [1] The birth of a macrosome has always preoccupied obstetricians, pediatricians, diabetologists and other specialists by the etiological problems and obstetric complications posed by macrosomia. Increasingly, concerns are also being raised about the long-term metabolic prognosis of these children. It is actually a heterogeneous framework, the newborn macrosomes exhibit anthropometric differences and body composition. In addition, the factors that may be involved in the occurrence of a macrosomia are numerous, often entangled, and their relative influence is poorly understood. If some authors retain the limit of 4500 g or more, it is classically accepted to consider as a macrosome any child over 4000 g nascent term. This definition does not exclude the existence of macrosomes before term, as would be a child weighing 3700 g at 36 weeks of amenorrhea, because the macrosomia is announced early in the pregnancy. [2, 3, 4] In this case, it is defined by conventional weight curves according to the term, calculated in utero by ultrasound or after birth.
Thus, a newborn is a macrosome when its birth weight is greater than the 90th percentile according to the reference curves for a given population. [5, 6, [7] [8] . In view of the above, the frequency of children macrosomes should vary according to the authors and therefore the countries. [6] In Africa, although this prevalence varies with the socio-economic level and the other criteria of definition in each country, it nevertheless remains much lower than those reported across some European countries: 1.57% in Senegal; [9] 7.75% in Cameroon; [10] 4.9% in Togo; [11] 3.1% in Nigeria; [12] 19% in Algeria, [13, 14] 4% and finally 15.8% in Tunisia [15, 16,. In terms of prognosis, fetal macrosomia is associated with a higher risk of obstetric complications such as prolonged labor, increased caesarean section rates and instrumental extractions, haemorrhage of delivery, infectious risk, and thromboembolism. [17] Similarly, the risk of perineal complication and anesthetic accidents is also increased. [17] Fetal macrosomia is also associated with an increase in perinatal mortality and neonatal morbidity. Fetal macrosomia remains a real public health problem not only because of its prevalence in both developed and developing countries, but also because of its strong association with infant morbidity and mortality, such a detailed study of Infants born with excess weight would be able to detect the most decisive factors to improve the management of this gravido-puerperal pathology in our environment. There is an eternal debate when a fetus seems to be above average. Should we provoke or wait for delivery? While both attitudes have their followers and detractors, none is based on a proven attitude. In view of the literature, these notions seem to rest mainly on old data and often disparate in reality. Thus, if this remains true, what would it be today and particularly in our environment: the frequency of fetal macrosomia, its determinants? To answer these questions, we propose to conduct a prospective study on etiological factors at the Sylvanus Olympio CHU.
Methodology and framework of study
This is a descriptive prospective study Obstetrics and Gynecology Clinic of the Lomé University Teaching Hospital The recruitment took place from February 1st, 2017 to June 30th, 2017 over a period of 5 months The births were included in the study fulfilling the following criteria: Newborns weighing 4000 g or more, neonates born during the study period at the UHC-SO gynecology obstetrics clinic, fresh stillborns were excluded from Families were free to participate in the study, or to withdraw their consent during the study without any repercussions on the satisfaction of their therapeutic needs. The families included in the study were informed about the topic, its importance and its risks. The information was given to each family before the start of the interrogation. Informed consent was verbally collected. The feedback of information was done on the blood glucose level and by instruction in the medical file for the other risk factors of macrosomia.
Results

Epidemiological Characteristics of the Population
Frequency of macrosomia
In our study, the frequency of newborns whose birth weight is greater than or equal to 4000 grams is 3.2%
Distribution of newborn macrosomes by weight, height, and body index
The birth weight varied between 4000g and 5000g, the average weight was 4193g, The majority of newborns (68.4%) had a birth weight between 4000 and 4200g The size of the newborns varied between 48 and 58cm, the average height was 51.6cm, The majority of newborns had a size between 51 and 52cm, The majority of newborns (72.1%) had a weight index greater than 2.9g / m3 (Table 1) . 
Effective Percentage (%)
Birth weight (Grams)
Socio-demographic characteristics of the deliveries
The average maternal age was 29 years old with extremes of 18 and 40 years The maximum frequency was between: 26 and 30 years. The most represented profession (38.8%) was the profession of retailer. The parity of our maternal delivery was between 0 and 5 with a mean of 1.63 The maximum frequency was observed for parities between 0 and 2. Maternal weights ranged between 59 and 127 kg The average weight was 83.3 kg The peak frequency was observed for weights between 71 and 80kg Most of our babies had a weight gain of less than 12kg during pregnancy Only 28.5% of our women had a weight gain greater than 12kg ( Table 2) . The number of ANCs ranged from 2 to 8 with an average of 5.23, with only 9 of our deliveries achieving less than 4 ANC ( Table 3) . Total 93 100 Table 3 : Distribution according to the number of CPNs performed
Characteristics
Number of CPN Number of cases Percentage (%)
Pathologies during pregnancy
We identified 5 pathologies, the most common of which was pre-eclampsia. Gestational diabetes was identified 3 times and represents 17% ( Table 4 ). 
Pathologies
Prenatal report
The antenatal check-up was complete for most of our deliveries, only 10 of our deliveries had no record ( Table   5 ). Most of our deliveries (58.5%) were referrals from other centers ( Table 6 ). 
Prenatal report Number of cases Percentage (%)
Mode of admission
Reason for admission
Most of our deliveries (64%) were admitted for labor, only 16.2% were admitted for prophylactic caesarean section and the rest were referred for obstructed labor (Table 7) .
Reason for admission Number of cases Percentage (%)
Labor of delivery 
Mode of delivery
The most common route of delivery was caesarean section (64%)
Among vaginal deliveries (n = 40), 19.5% benefited from instrumental extraction ( Table 9 ). 
Maternal morbidity
The overall maternal morbidity was 32.5% n = 26, The maximum frequency (77%) was observed for perineal tears (Table 10 ). There were no maternal deaths in our study.
Morbidity
Number of cases Percentage (%)
Tearing the perineum [21] is linked to the low socioeconomic level and the frequent pathologies during pregnancy.
Risk Factors Found
The maternal age 
Parity
In our study, pauciparas accounted for 72%, multiparous and large multiparous 28% We found a positive correlation between fetal weight and parity (R = 0.04) Our rates for multiparous and large multiparous are lower than those of AKZ TRAORE [20] who found respectively 46.7% and 26.2%. A KEITA [18] reported an average parity of 5.17.
Unlike our study he showed that 70% of his patients were multiparous. Most of the works BISH A [27] , GBAGUIDI A [28] , WARLIN J F [29] agree with this clear predominance of multiparas.
The maternal antecedent of delivery of newborns macrosomes
In our study 25.20% of patients had at least one history of macrosome delivery (weight> 4000g). The frequency of large fetuses (weight> 3500g) in the maternal antecedents in our series was 52.6%; We found a positive correlation between fetal weight and the number of large fetuses in the antecedents (R = 0.17). 74.80% of patients had never given birth to a macrosome child. Our rate is comparable to that found by A KEITA [18] with 30% and inferior to those reported by A K Z TRAORE [20] and BADJI C.A [23] both with 50.5%. It is also inferior to that found by ANDEM (France) [30] with 95%. This comforts us in the idea that a woman who has given birth to a macrosome recurs more often.
Maternal diabetes
Fasting blood glucose levels in our newborns ranged from 0.45 to 1.8g / L. Average blood glucose was around 0.94g / L. 42% of our newborns had a fasting blood glucose level greater than 0.92g / L and 13.1 % Glycemia greater than in our series was 14.2% of which 1.2 of known diabetes and 13.1 of gestational diabetes A KEITA [18] obtained in his study a frequency of 5% of diabetes among which 1% known diabetes and 4% gestational diabetes. A K ZTRAORE [21] found a maternal diabetes rate of 31.6%. GBAGUIDI A [28] reported a rate similar to that of A KEITA [18] , BISH.A [27] a low rate of 1.07% whereas for WARLIN JF [29] diabetes is incriminated in 10% of deliveries of newborns macrosomes.
Obesity
According to several authors, obesity is a determining risk factor for pregnancy and perinatal complications, including macrosomia. We found a positive correlation between fetal weight and pre-gestational maternal BMI (R = 0.17) In our series overweight was found in 44.1% and obesity in 27.5% of our mothers c Our rate is lower than that of AKZ TRAORE [21] who found 63.3% of cases of obesity and higher than that of A KEITA [18] with 25%. The risk of macrosomia would be multiplied by four in obese subjects [31] . For OUARDA C [26] and MODANLOU H [32] 30 to 40% of mothers of newborns macrosomes are obese. For ANDEM [30] , obesity would have a high value when it is associated with a weight gain greater than 16 kilograms. In our study, overweight was found in 28.5% of our deliveries. We found no positive correlation between fetal weight and weight gain during pregnancy (R = -0.09).
The prolonged pregnancy
This factor is found in 20% of our parturients, however, we found no positive correlation between fetal weight and gestational age (R = -0.04) BADJI.CA [23] reported in his series a rate below our 9.5%. In K Z T RAORE [21] recorded a rate of 3.7% in common V in Mali At KEITA [18] also found a low rate of 3%. Extending the pregnancy beyond the theoretical term is a risk factor for macrosomia and could lead to complications for the mother and the fetus.
Maternal height
In the literature data [33, 34] , the rate of large women is higher in Europe and the United States than in Africa, accounting for the low rate of slender mothers in our study. In our series, the incidence of mothers greater than 1.70 m was 6.3%, compared to 21.8% for Panel [2] and only 3.61% for Abdelkododosse [35] .
Delivery route
In our series, vaginal delivery accounted for 36% against 64% cesarean section. At K Z TRAORE [5] 
Maternal Prognosis
In our study, we recorded four isolated cases of hemorrhage of the delivery, that is 15.4% following a uterine atony, 20 cases of tearing of the perineum or 77% and 2 cases of haemorrhage of the delivery associated with tears of the perineum. No cases of maternal death were noted AKZ TRAORE [5] reported 45.8% of cases of haemorrhage of the rescue and 2 cases of maternal deaths, ie 3.3%, one of which by bleeding from the issuance and the other by unrecognized uterine rupture. A KEITA [1] in her study, showed that the lack of correct evaluation of the parturient carrier of large fetus and the delay of correct care of the parturient were at the origin of: 4 cases of uterine rupture of which 3 cases in evacuees of peripheral centers and 03 cases of haemorrhage of delivery. These two complications threatening the maternal prognosis have already been reported by other authors, such as TREISSER A [53], who have noted a higher rate of haemorrhage in delivery. Maternal mortality is nil in the series of A KEITA [1] in 2006 at the reference health center of commune IV of Bamako district.
Conclusion
Macrosomia presents enormous problems for the obstetrician both in terms of diagnosis and prognosis. During our study, we were able to identify a number of epidemiological elements that make it possible to determine a risky parental profile: Women aged as close as 29 years old, multiparous, with a history of childbirth fetus; obese or have had pre-gestational overweight; who are diabetic or have glucose intolerance and whose uterine height is greater than or equal to 35 cm with an obese spouse. Given the still high rate of mortality and neonatal morbidity it is essential to identify the following precautions: Look for a clinical macrosomia and ultrasonography in any pregnant woman.Well prepare and correctly follow the subsequent pregnancies in case of fetal macrosomia by: An adequate dietary and Regular physical activity before pregnancy and if possible during pregnancy Routine screening for gestational diabetes A better balance of a possible diabetes In the end, it is essential that centers without a surgical antenna make the reference before entering into work. pregnant in whom a fetal macrosomia is suspected.
